Summary-Cardiac involvement in hydatid cyst disease is a rare manifestation and may remain asymptomatic for years. The location of the cyst determines the presentation. In this report, we present a case of hydatid cyst presenting with massive pericardial effusion, right ventricle compression leading to cardiac tamponade. The diagnosis was established with transthoracic, transesophageal echocardiagraphy and computed tomography.
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I nfection of the heart with Echinococcus granulosus is a rare disease, but may cause mortality especially if going undiagnosed and becoming complicated. The most frequent location of a hydatid cyst is the interventricular septum (IVS) and left ventricular free wall. Pericardial and paracardial sites of implantation are less common. The location of the cyst may result in different clinical scenarios varying from arrhythmias and left ventricular outflow tract obstruction to pericardial effusion/cardiac tamponade.
Here, we report a case of hydatic cyst with an atypical location and presenting with cardiac tamponade.
CASE REPORT
A 31-year-old female was referred to our clinic with complaints of dyspnea, peripheral limb edema, dull chest pain and palpitations. On initial physical examination, the patient was subfebrile (body temperature 37.1°C). Blood pressure was 90/55 mmHg and pulse was 115 beats/min and regular. Cardiac auscultation revealed a 2/6 systolic murmur maximally heard at the base of the heart. Auscultation of the chest revealed no abnormalities. Abdominal examination revealed mild hepatomegaly without splenic enlargement. An electrocardiogram revealed sinus rhythm and low voltage. A chest radiogram showed increased cardiothoracic ratio and the lung fields were normal. The patient's white blood count was increased (13.3x10 9 /L, 3% eosinophils). Transthoracic echocardiography revealed a large mass compressing the right ventricle with massive pericardial effusion ( Figure 1a ; Video 1*, and Figure 1b ; Video 2*). Thoraco-abdominal computed tomography (CT) imaging revealed a cyst (5.5 cm x 4.9 cm) with apparent septa in the lower border of the right ventricle, and massive pericardial effusion measuring 6.5 cm on the anterior surface of the right ventricle (Figures 1c,  d ). Lungs and liver were unaffected by the disease. A hemagglutination immunoreaction test for echinococcosis was positive.
Open heart surgery was performed with standard cardiopulmonary bypass and mild hypothermia. The cyst was sterilized by injection of 20% hypertonic saline solution, and the cystic material was aspirated and then removed. Histopathologic examination confirmed the clinical and surgical diagnosis of a hydatid cyst. The early postoperative period was uneventful. The patient was put on albendazole treatment and discharged uneventfully. No recurrence of the disease was detected at a one-year follow-up.
DISCUSSION
Cystic echinococcosis is caused by the larva of tapeworm Echinococcus granulosus. Cardiac involvement is infrequent; it occurs in 0.2 to 2% of patients with echinococcal disease, is caused by invasion of the myocardium via the coronary arteries.
[1] When cardiac involvement is present in echinococcal disease, the cysts are usually located in the left ventricle (20-52%), the IVS (10-42%), and the right ventricle (10-31%) and less frequently in the atria, the pericardium, and the pulmonary artery. [2] Echinococcosis of the human cardiovascular system may result in a wide variety of clinical and pathological manifestations, although the majority of patients with cardiac echinococcosis are initially asymptomatic. The most dangerous and potentially lethal complication of the cysts is their intracardiac or intrapericardial rupture, which may result in anaphylactic shock, embolization, or cardiac tamponade, acute pericarditis, and chronic constrictive pericarditis. [3] Early recognition and treatment of cardiac echinococcosis is important, as the risk of cyst rupture is high. [4] Echocardiography is often the first, and frequently the only required imaging modality to establish diag- nosis. Cases described outline the common pattern of echocardiographic appearance of hydatid cysts. Thus, the cysts are usually single, they range from 3-5 cm in diameter, they are spheroidal in shape and have welldefined edges; they are echolucent and often contain internal septa corresponding to daughter cysts; and finally, they are usually located intramyocardially and protrude into one or both ventricular chambers. [5] In our case, the symptoms resulted from compression of the cyst and the accompanying pericardial effusion.
Surgical intervention is the only definitive treatment and the results are satisfactory. Post-operative albendazole or mebendazole should be prescribed as an adjuvant therapy to prevent recurrence of the disease.
Although hydatic cardiac cysts are rare in clinical practice, they may go unrecognised for a long period. Combined surgery and albendazole is satisfactory therapy.
